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CORRESPONDENCE
Letters to the Editor
Reversible Atrioventricular
Block and the Amplatzer Device
We read with great interest the recent study by Suda et al. (1),
entitled “Reversible Atrioventricular Block Associated With Clo-
sure of Atrial Septal Defects Using the Amplatzer Device.” We
disagree with their interpretation of the upper electrocardiograph
rhythm strip in Figure 1. Our interpretation would be that of sinus
rhythm with 3:2 second-degree atrioventricular (AV) block with
Wenckebach periods (2), not “complete” AV block. The 3rd, 6th,
9th, 12th, and 15th P waves are nonconducted, giving rise to
bigeminal rhythm. An alternate interpretation would be second-
degree AV block with accelerated junctional escapes (3).
Finally, we agree that the lower rhythm strip shows normal AV
conduction, the minimum irregularity being due to a slight sinus
arrhythmia.
*Benjamin M. Kaplan, MD, FACC
Pablo Denes, MD, FACC
*Northwestern Memorial Hospital
Division of Cardiology
676 North St. Clair
Suite 1930
Chicago, IL 60611
E-mail: b-kaplan@northwestern.edu
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REPLY
We appreciate the comment regarding the interpretation of the
rhythm strip we provided for our study (1). Reviewing the rhythm
strip in question, we could not disagree with the arguments made
by Drs. Kaplan and Denes. After searching the patient’s file, we are
unable now to provide a printed confirmation of the third-degree
atrioventricular (AV) block we had witnessed during the patient’s
intensive care unit monitoring. However, we remain affirmative of
the AV dissociation observed during the initial hours after the
catheter intervention. Unfortunately, all subsequent records dem-
onstrated 3:2, then 2:1, block until full recovery.
*Nagib Dahdah, MD, FACC
Joaquim Miro`, MD, FRCP
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Cardiac Magnetic Resonance Training:
How We Can Get There From Here
In a recent issue of JACC, Taylor et al. (1) described the current
difficulties in training cardiovascular fellows in cardiovascular
magnetic resonance imaging (CMR). Reichek (2) followed with an
editorial comment on the results of the Taylor et al. (1) survey and
described some of the history of CMR imaging and the educa-
tional impediments. There is little to argue with in either report,
save for one remarkable omission common to both. Both Taylor et
al. (1) and Reichek (2) discuss the necessity for collab-
orative arrangements between cardiologists and radiologists, and
the importance of open cooperation among the various profes-
sional societies—in specific, the American College of Cardiology
(ACC) and the Society for Cardiovascular Magnetic Resonance
(SCMR). Curiously, however, both reports mislaid any mention of
the American College of Radiology (ACR). If collaborative efforts
between cardiologists and radiologists are “the ideal,” as noted by
Reichek (2), it is a striking comment that any mention of a
relationship, collaborative or otherwise, between the ACC and the
ACR has been sidestepped.
What could be the reason for this? As Taylor et al. (1) noted,
almost two-thirds of all clinical work and more than half of all
training are found in centers where radiology controls CMR
activities. It is clearly in the best interest of patient care for
physician imagers to have top-flight training. For CMR this
certainly is best served with skills that are a hybrid of training
found in cardiology and radiology. An in-depth knowledge of
cardiovascular physiology and pathophysiology is an integral re-
quirement; so too are detailed understandings of the structures
contiguous with and adjacent to the cardiovascular system that
intimately affect its functioning, as well as a superior understanding
of the magnetic resonance imaging physics relative to imaging the
cardiovascular system. This constellation of skills is not found in
the training of any general cardiologist or radiologist. A consider-
able advance in training for each is paramount, and, in my opinion,
is unlikely to be found at the vast majority of centers without a
cooperative and collaborative approach (to make the point, one can
only imagine the glee of a personal-injury attorney upon hearing
the cardiologist, who has missed the obvious lung tumor on a
CMR study, explaining that “it wasn’t part of my training”).
If we wish to quickly elevate CMR to one of, if not the premier
noninvasive tool for CV diagnosis, a new paradigm of training is
needed that encompasses the unique skill set required. Let those
groups best equipped to do so—ACC, SCMR, and the ACR—
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work together in a truly collaborative manner to define and refine
the requirements for, training of, and certification necessary for
practitioners desirous of providing excellent patient care through
the advantages CMR brings.
*Scott D. Flamm, MD
*Department of Radiology
MC 2-270
St. Luke’s Episcopal Hospital
6720 Bertner Avenue
Houston, TX 77030
E-mail: sflamm@sleh.com
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Cardiac Magnetic Resonance Imaging Training
The recommendations set forth by the Cardiovascular Imaging
Committee and the Training Committees of the American Col-
lege of Cardiology (ACC) (1) for level-1 training in cardiac
magnetic resonance imaging (CMRI) are a welcome start to the
issues facing cardiology fellowship programs. However, the prob-
lems confronting individuals seeking more in-depth applied train-
ing (levels 2 and 3) cannot be solved by didactic material and
Web-based education. The hurdles mentioned by Reichek in the
Journal (2) are true enough, but at the core of the matter is funding.
No support sources are available for advanced training short of
T-32 National Institutes of Health (NIH) training grants, which
require trainers to have prior NIH funding and restrict trainees to
those committed to an academic career. The pressure for the few
slots available nationally is intense, and we experience that almost
daily with unsolicited applications to our program—both within
and outside academia. Advanced training means hands-on scan-
ning. Consequently, sharing resources with other institutions is
unlikely—particularly if both radiology and cardiology are funnel-
ing trainees through the program internally. There are simply too
many pairs of hands within an institution that wish to be trained
to accommodate a constant flow from an external source. Expand-
ing the number of training centers is part of the solution, but who
is to pay? Programs requiring clinical service from trainees to foot
the bill are suboptimal, as the commitment to CMRI training
requires time and focus, and the amount of clinical productivity to
generate a post-graduate year 7 salary is formidable.
What is required are initiatives for training grants for advanced
cardiac imaging that are separate from the NIH T-32 mechanism
and that can accommodate those who wish to practice clinically.
Part of this must be to support trainers, as CMRI mentoring is
time-intensive. Moreover, CMRI has yet to be reimbursed at a rate
that can support dedicated faculty who do not have significant
external funds, nor can it generate the revenue to fund a fellowship.
Thus, the U.S. lacks qualified trainers and it lacks funding for
trainees. The ACC should consider taking the point in this battle.
The NIH would be a good place to start. It will take well-trained
clinicians to bring these remarkable advances in imaging to the
mainstream, where patients can benefit. But as to where the
funding will come from, I do not know.
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REPLY
We thank Drs. Flamm and Christian for their interest in our
recent paper (1).
We agree with Dr. Flamm that collaboration between cardiol-
ogists and radiologists is key for the optimization of training
opportunities for cardiovascular fellows in cardiovascular magnetic
resonance (CMR) imaging. The recent collaboration by the
American College of Cardiology (ACC) and the Society for
Cardiovascular Magnetic Resonance (SCMR) to develop the first
Self-Assessment Program on CMR (“CMR SAP”) supporting
fulfillment of COCATS level-1 training is a good example of
productive synergy between societies.
Regrettably, despite Dr. Flamm’s call for a relationship of ACC
and SCMR with the American College of Radiology (ACR), the
ACR has directly declined collaboration in efforts of the ACC to
promote competence and quality in imaging-based care. The ACR
supports a number of actions including amendments to the Stark
II law that would have the effect of barring cardiologists and other
specialists from using magnetic resonance (MR) in the office
setting. The ACR has been aggressively promoting restrictions
with state and federal governments (and both private and public
payers) on where MR and other imaging services can be deliv-
ered—and by whom. For example, the ACR supported legislation
in Massachusetts that would have limited MR procedures to
radiologists in the hospital setting. This effort was defeated, but a
large number of similar efforts are emerging across the country,
including a recent successful effort in Pennsylvania. Although we
wish the ACR shared Dr. Flamm’s viewpoint, the ACC and
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